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National Disability Awareness 
Month — October 2007 


October is National Disability Awareness Month in the 
United States. To mark this event, CDC is highlighting 
activities and interventions that have improved the health 
of persons with disabilities and reduced health-care costs 
(1,2). One such intervention is health promotion, which 
can increase community awareness of the needs of 
persons with disabilities (3,4). 

CDC provides funding to 16 states for health- 
promotion programs for persons with disabilities. These 
16 states use multiple strategies, including 1) creating a 
state disability advisory board to assist with strategic 
planning, development, and implementation of policies 
that address barriers to accessing health-promotion 
programs and primary preventive-care services; 2) imple- 
menting interventions to promote healthy behaviors 
among persons with disabilities; and 3) partnering with 
community-based disability organizations (e.g., indepen- 
dent living centers). Additional information regarding state 
disability and health programs is available at http://www. 
cdc.gov/ncbddd/dh/dhstateprograms.htm. 
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Physical Activity Among Adults With 
a Disability — United States, 2005 


The health benefits of physical activity have been well docu- 
mented (/,2) and are supported by recommendations from 
Healthy People 2010 (focus area 22) (3); however, fewer than 
half of U.S. adults follow these recommendations (4). Physi- 


cal inactivity is particularly prevalent among adults with a dis- 
ability (5), who are at increased risk for functional limitations 
and secondary health conditions (e.g., obesity, depression, or 
social isolation) (6) that can result from their disabilities, 
behavior, lifestyle, or environment (/). To estimate the state- 
specific prevalence of physical activity and physical inactivity 
among adults with and without a disability, CDC analyzed 
data from the 2005 Behavioral Risk Factor Surveillance Sys- 
tem (BRFSS). This report summarizes the results of that analy- 
sis, which determined that, compared with adults without a 
disability, a smaller proportion of adults with a disability met 
national recommendations for physical activity (37.7% ver- 
sus 49.4%), and a greater proportion were physically inactive 
(25.6% versus 12.8%). Public health measures to promote 
and increase physical activity should include consideration for 
the needs of adults with disabilities. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized, U.S. civilian population aged 
>18 years. In 2005, approximately 350,000 persons from all 
50 states, the District of Columbia, Puerto Rico (PR), and 
the U.S. Virgin Islands (USVI) participated in BRFSS. Con- 
sistent with the definition of disability from Healthy People 
2010 (3), respondents were asked, “Are you limited in any 
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way in any activities because of physical, mental, or emotional 
problems?” and “Do you now have any health problem that 
requires you to use special equipment, such as a cane, a wheel- 
chair, a special bed, or a special telephone?” Persons who 
responded yes to either question were classified as having a 
disability. To measure physical activity, respondents were asked 
how often they engaged in physical activities of moderate 
intensity (i.e., brisk walking, bicycling, vacuuming, garden- 
ing, or anything else that causes small increases in breathing 
or heart rate) and vigorous intensity (i.e., running, aerobics, 
heavy yard work, or anything else that causes large increases 
in breathing or heart rate) for at least 10 minutes at a time 
during a usual week.* Respondents were classified as meciing 
physical activity recommendations if they reported engaging 
in moderate-intensity activity for >30 minutes per day, 
>5 days per week, or vigorous-intensity activity for >20 min- 
utes per day, >3 days per week. Respondents were classified as 
physically inactive if they reported participating in moderate- 
intensity or vigorous-intensity activities for <10 minutes at a 
time during a usual week or reported no physical activity dur- 
ing a usual week. The Council of American Survey Research 
Organizations (CASRO) median response rate for the 2005 
BRESS was 51.1% 

Prevalence estimates were age-adjusted to the 2000 U.S. stan- 
dard population. Bivariate analyses and chi-square tests were 
used to compare physical activity levels among those with and 
those without a disability, and all differences reported were 
considered to be statistically significant at p<0.05. State-level 
prevalence estimates and 95% confidence intervals were 
calculated. 

Nationwide in 2005, an estimated 19.6% of adults had a 
disability. Among states and territories, the prevalence of dis- 
ability ranged from 11.5% in USVI to 27.1% in West Vir- 
ginia (Table). Nationwide, a smaller proportion of adults with 
a disability engaged in recommended levels of physical activ- 
ity than respondents without a disability (37.7% versus 49.4%; 
p<0.01). A smaller proportion of adults with a disability met 
recommended levels for physical activity than adults without 
a disability in all states and territories except USVI, where the 
difference was not significant. Among states and territories, 
the prevalence of persons with a disability who met recom- 
mended physical activity levels ranged from 23.2% in 
Kentucky to 53.3% in Alaska. 

Nationwide, 25.6% of persons with a disability reported 
being physically inactive during a usual week compared with 
12.8% of those without a disability (p<0.01). Adults with a 
disability were more likely than those without a disability to 





* The 2005 BRFSS questionnaire is available at http://www.cdc.gov/brtss questionnaires 
pdf-ques/2005brfss. pdf 
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TABLE. Estimated age-adjusted prevalence of disability* and physical activity, by disability status and area — Behavioral Risk Factor 
Surveillance System, United States, 2005 





Physically active! Physically inactive§ 
Prevalence With a Without a With a Without a 
of disability disability disability Total disability disability Total 
Area % (95% Cl") % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 


Alabama 23.2 (+1.6) 31.2 (+5.1) 45.3 (+2.7) 41.9 (22.4) 31.4 (+4.3) 15.7 (+1.9) 20.1 (+1.7) 
Alaska 21.3 (+2.2) 53.3 (+6.3) 57.9 (+3.2) 56.7 (+2.8) 16.7 (+4.3) 10.2 (+1.9) 11.8 (+1.7) 
Arizona 20.4 (+2.2) 45.0 (+8.8) 54.8 (+3.1) 52.3 (+2.9) 21.5 (+6.4) 10.3 (+1.8) 12.7 (+1.8) 
Arkansas 21.6 (+1.3) 36.9 (+4.1) 47.5 (+2.0) 44.7 (21.7) 28.2 (+3.7) 13.2 (+1 16.8 (+1.2) 
California 19.1 (+1.2) 44.5 (+4.3) 55.1 (+1.9) 52.7 (+1.7) 19.8 (+3.6) 10.5 (+1.3) 12.5 (21.2) 
Colorado 18.0 42.4 (+3.9) 55.0 (+1.7) 52.5 (21.5) 16.6 (+2.5) 9.1 10.8 (+0.9) 
Connecticut 15.9 41.5 (+5.6) 52.0 (+2.1) 50.0 (+2.0) 21.3 (+3.4) 10.9 12.9 (+1.2) 
Delaware 18.5 35.3 (+5.2) 46.8 (+2.4) 44.7 (#2.1) 25.0 (+4.0) 12.2 14.9 (1.4) 
District of Columbia 16.7 46.2 (+6.2) 52.7 (+2.4) 50.7 (22.2) 27.7 (+4.8) 13.0 16.1 (+1.6) 
Florida 19.6 35.5 (+3.9) 46.9 (+1.9) 44.4 (+1.7) 27.2 (+3.6) 13.6 16.7 (+#1.2) 
Georgia 21.0 31.6 (+4.4) 43.1 (+2.0) 40.2 (21.8) 35.1 (+4.2) 14.2 19.0 (+1.4) 
Hawaii 15.7 46.7 (+5.1) 53.1  (+1.9) 52.0 (+1.8) 18.3 (+3.7) 11.0 12.4 (21.1) 
Idaho 21.5 45.5 (+4.1) 54.5 (+2.0) 52.3 (+1.8) 17.2 (+2.5) 10.9 12.9 (#1.2) 
Illinois 15.8 35.4 (+4.9) 48.2 (+1.9) 45.8 (+1.8) 27.2 (+3.9) 13.4 16.0 (+1.3) 
Indiana 18.3 42.8 (+4.2) 47.5 (+1.8) 46.1 (+1.6) 23.5 (+3.2) 12.5 15.1. (#1.1) 
lowa 77 35.8 (+4.8) 47.4 (+1.9) 45.2 (+1.8) 26.0 (+4.3) 11.9 14.6 (1.1) 
Kansas 19.3 36.9 (+3.8) 50.9 (+1.5) 47.8 (+1.4) 25.9 (+3.5) 10.8 14.3 (0.9) 
Kentucky 24.1 23.2 (+3.6) 36.7 (+2.1) 32.9 (+1.8) 43.4 (+3.8) 23.4 28.8 (+1.6) 
Louisiana 20.2 27.4 (+5.6) 38.9 (+2.4) 36.5 (+2.2) 38.9 (+5.3) 21.5 25.3 (+1.8) 
Maine 20.4 39.4 (+4.8) 56.5 (+2.3) 52.8 (+2.0) 21.5 (+3.0) 9.3 12.2 (#1.2) 
Maryland 17.4 38.1 (+3.9) 50.0 (+1.6) 47.6 (+1.5) 24.2 (+2.9) 12.3 14.8 (+1.0) 
Massachusetts 17.9 40.8 (+4.2) 53.9 (+1.7) 51.3 (+1.6) 26.1 (+3.5) 11.9 14.8 (1.1) 
Michigan 21.1 37.0 (+2.8) 51.3 (+1.3) 48.0 (+1.1) 24.0 (+2.1) 11.6 14.6 (20.8) 
Minnesota 22.8 42.9 (+5.2) 51.5 (+2.6) 49.5 (+2.3) 17.1 (+3.7) 9.4 11.4 (#1.4) 
Mississippi 23.6 27.7 (+48) 42.0 (+2.2) 38.6 (+2.0) 33.8 (+4.1) 17.6 21.9 (+1.5) 
Missouri 21.9 38.6 (+4.9) 48.3 (+2.6) 45.8 (22.2) 21.4 (+3.5) 10.7 13.6 (+1.8) 
Montana 21.2 40.7 (+5.1) 58.6 (+2.2) 54.7 (+2.1) 19.0 (+3.5) 8.0 10.6 (+1.1) 
Nebraska 18.2 36.6 (+4.1) 47.9 (+1.7) 45.3 (+1.6) 23.5 (+3.1) 13.4 15.9 (21.1) 
Nevada 20.3 38.6 (+6.8) 53.0 (+3.1) 49.5 (22.7) 18.5 (+4.4) 10.8 12.9 (+#1.9) 
New Hampshire 17.9 40.3 (+4.2) 57.7 (+1.8) 54.4 (+1.6) 22.3 (+2.9) 9.0 12.0 (1.0) 
New Jersey 16.3 36.9 (+3.3) 46.2 (+1.4) 44.5 (+1.3) 28.7 (+2.9) 15.5 18.0 (+1.0) 
New Mexico 42.1 (+4.8) 52.5 (+2.0) 49.6 (21.8) 21.7 (+3.3) 11.5 14.2 (+1.2) 
New York 36.0 (+3.8) 49.1 (+1.7) 46.4 (21.5) 28.7 (+3.3) 14.0 17.1 (+1.2) 
North Carolina 19.2 32.8 (+2.9) 43.5 (+1.2) 41.1 (+1.0) 30.4 (+2.5) 16.3 19.5 (20.8) 
North Dakota 15.4 39.5 (+5.9) 49.1 (+2.1) 47.1 (2.0) 20.4 (+3.5) 10.3 12.6 (+#1.1) 
Ohio 19.0 38.9 (+4.8) 50.0 (+2.2) 47.6 (+2.0) 21.2 (+3.3) 12.0 14.1. (#1.3) 
Oklahoma 23.1 30.3 (+3.1) 44.3 (+1.8) 41.3 (+1.5) 27.9 (+2.7) 14.4 18.1 (1.2) 
Oregon 23.6 47.1 (+2.6) 57.1 (+1.3) 54.3 (21.1) 17.9 (+1.7) 9.3 11.8 (20.7) 
Pennsylvania 19.1 37.5 (+3.5) 50.1 (+1.6) 47.5 (21.4) 25.5 (+3.1) 11.6 14.5 (+1.0) 
Rhode Island 18.6 40.5 (+5.6) 52.0 (+2.3) 49.6 (+2.1) 26.5 (+4.4) 17.0 (1.5) 
South Carolina 20.7 32.2 (+3.3) 46.7 (+1.5) 43.7 (+1.4) 25.9 (+2.8) 14.8 (20.9) 
South Dakota 19.5 38.5 (+4.7) 49.4 (+1.8) 46.9 (21.7) 23.2 (+4.1) 13.5 (#1.1) 
Tennessee 21.4 23.9 (+4.5) 39.0 (+2.4) 35.4 (22.1) 41.5 (+4.8) 24.3 (+2.0) 
Texas 18.9 37.2 (+4.4) 47.1 (+1.8) 44.8 (+1.6) 25.9 (+3.7) 16.1. (#1.2) 
Utah 21.6 42.5 (+4.3) 56.0 (+1.9) 52.8 (+1.7) 15.3 (+2.6) 9.5 (+1.0) 
Vermont 20.1 47.2 (+3.7) 58.4 (+1.7) 55.9 (+1.5) 18.4 (+2.7) 11.2 (+#0.9) 
Virginia 19.5 38.9 (+4.6) 51.7 (+2.2) 48.8 (22.0) 19.9 (+3.1) 12.1 (#1.1) 
Washington 23.1 44.3 (+2.1) 55.9 (+1.0) 52.9 (+0.9) 17.0 (+1.5) 10.6 (+0.5) 
West Virginia 27.1 27.7 (+4.0) 44.1 (+2.4) 39.6 (+2.0) 41.0 (+4.3) 24.0 (+1.7) 
Wisconsin 18.7 50.3 (+4.9) 57.6 (+2.1) 55.6 (+1.9) 17.2 (+2.8) 9.6 (+1.0) 
Wyoming 19.4 43.4 (+4.3) 57.8 (+1.8) 54.8 (+1.7) 18.7 (+2.9) + 11.7 (#1.0) 
Puerto Rico 21.7 24.1 (+4.8) 35.1 (+2.4) 32.2 (+2.1) 50.2 (+5.3) 37.3 (+2.0) 
U.S. Virgin Islands 11.5 35.1 (+8.4) 41.4 (+2.7) 40.4 (22.5) 23.1 (+5.7) 22.3 (2.1) 


Total 19.6 (+0.2) 37.7 (20.9) 49.4 (+0.4) 46.8 (+0.3) 25.6 (+0.7) 12.8 ls 15.7 (#0.2) 
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* Respondents were asked, “Are you limited in any way in any activities because of physical, mental, or emotional problems?” and “Do you now have any health problem that 
requires you to use special equipment, such as a cane, a wheelchair, a special bed, or a special telephone?” Persons who responded yes to either question were classified as 
having a disability 
Reported participating in moderate-intensity activities (i.e., brisk walking, bicycling, vacuuming, gardening, or anything else that causes small increases in breathing or heart rate) 
for >30 minutes per day, >5 days per week, or vigorous-intensity activities (i.e., running, aerobics, heavy yard work, or anything else that causes large increases in breathing or 
heart rate) for >20 minutes per day, >3 days per week. 

Reported participating in moderate-intensity or vigorous-intensity activities for <10 minutes at a time or reported no physical activity during a usual week 
Confidence interval. 
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be physically inactive in all states and territories except USVI, 
where the difference was not significant. Among persons with 
a disability, the prevalence of physical inactivity ranged from 
15.3% in Utah to 50.2% in PR. 

Reported by: /H Rimmer, PhD, Dept of Disability and Human 
Development, Univ of Illinois at Chicago. LA Wolf; MPH, BS Armour, 
PhD, LB Sinclair, MPH, Div of Human Development and Disability, 
National Center for Birth Defects and Developmental Disabilities, CDC. 
Editorial Note: The findings in this report indicate that, in 
2005, the proportion of persons without a disability in 28 of 
53 (52.8%) U.S. states and territories surpassed the 50% 
target for meeting moderate or vigorous physical activity 
recommendations set by Healthy People 2010 (objective 22-2).7 
However, the proportion of persons with a disability surpassed 
the same target in only two of 53 (3.7%) states and territories 
(Table). Furthermore, the findings indicate that the propor- 
tion of adults with a disability who were physically inactive 
(25.6%) during a usual week was nearly twice the proportion 
of adults without a disability who were inactive (12.8%). These 
results are consistent with those of previous reports finding 
significant differences in physical activity levels between 
persons with and without a disability (5). 

Physical inactivity among persons with a disability might 
be more common than among persons without a disability 
because the inactivity is a consequence of 1) the disabling con- 
dition itself, 2) physiologic decline (e.g., decreased aerobic 
capacity, muscular strength and endurance, or flexibility), or 
3) lack of access to physical-activity programs and facilities 
because of personal or environmental barriers (7). Persons with 
a disability often experience barriers to regular physical activ- 
ity that differ from those experienced by the general popula- 
tion, including lack of transportation to fitness centers, lack 
of information on available and accessible facilities and pro- 
grams, lack of accessible exercise equipment and adequate space 
to move about, and the perception that fitness facilities are 
unfriendly environments for those with a disability (7). Such 
barriers can result in a decline in physical function and a cycle 
of deconditioning, in which deteriorating physical function 
produces greater inactivity, further physical decline, and an 
increase in the number or severity of secondary conditions (8). 
lo overcome deconditioning, public health officials and oth- 


ers designing strategies to increase adult physical activity should 


devise ways to eliminate barriers that limit participation by 


persons with a disability (2). 





Healthy People 2010 midcourse review: physical activity and fitness. Available 


at hetp://www.healthypeople.gov/data/midcourse pdf/fa22.pdf 


The findings in this report are subject to at least two limita- 
tions. First, BRFSS excludes persons living in institutions or 
group homes. Therefore, the results likely underestimate the 
actual prevalence of adults with a disability. Second, BRFSS 
questions relating to physical activity were developed and vali- 
dated for the population without a disability, and the activi- 
ties described (e.g., brisk walking, bicycling, vacuuming, or 
running) might be more demanding and difficult for a person 
with a disability. The need for a physical-activity scale specific 
to persons with a disability has been suggested (9). 

Physical inactivity among persons with a disability is asso- 
ciated with increased functional limitation and higher risk for 
developing secondary conditions (/,2). Although not all adults 
with a disability are able to achieve recommended levels of 
physical activity because of the nature or severity of their dis- 
ability, participation at lower levels has been determined to 
confer health benefits (e.g., pain reduction) (2). Persons 
unable to meet recommended levels might require physical- 
activity regimens tailored to their specific needs. In addition, 
certain barriers to physical activity are unique to persons with 
a disability. Public health agencies and stakeholders should 
ensure that barriers to participation are addressed in the 

esign of programs to promote health and physical activity. 

design of prog t te health and physical 0) 
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Salmonella Oranienburg Infections 
Associated with Fruit Salad Served 
in Health-Care Facilities — 
Northeastern United States 
and Canada, 2006 


During June—July 2006, a total of 41 culture-confirmed 
Salmonella serotype Oranienburg infections were diagnosed 
in persons in 10 northeastern U.S. states and one Canadian 
province. This report describes the epidemiologic, environ- 
mental, and laboratory investigations of this outbreak by fed- 
eral, state, and local health agencies; the Food and Drug 
Administration (FDA); and the Canadian Food Inspection 
Agency. The results of the investigations determined that ill- 
ness was associated with eating fruit salad in health-care 
facilities. Although the fruit salads were produced by one pro- 
cessing plant, the source of contamination was not determined. 
This outbreak highlights the importance of laboratory-based 
surveillance of Salmonella, including molecular subtyping, and 
timely communication of public health information. 

On July 19, 2006, the New Hampshire Department of 
Health and Human Services (NHDHHS) began an investi- 
gation after S. Oranienburg was identified in stool specimens 
collected from two patients, two employees, and one cafeteria 
patron at a local hospital. On July 21, the Massachusetts 
Department of Public Health began an investigation after the 
state public health laboratory identified S. Oranienburg in 
stool specimens collected from three ill persons at a long-term— 
care facility. State public health laboratories in Massachusetts 
and New Hampshire subtyped S. Oranienburg isolates by 
pulsed-field gel electrophoresis (PFGE) and submitted the 
PFGE patterns to PulseNet, the national molecular subtyping 
network for foodborne disease surveillance. PulseNet com- 
pares these patterns within and among states and categorizes 
isolates with indistinguishable patterns into potential clusters 
of cases. The S. Oranienburg isolates from New Hampshire 
and Massachusetts had indistinguishable PFGE patterns (both 
with Xdai pattern JJXX01.0056 and Blnl pattern 
JJXA26.0017); this uncommon pattern combination was des- 
ignated the outbreak strain. NHDHHS coordinated the out- 
break investigation with other state health departments, all of 
which were members of OutbreakNet, a network of local, state, 
and federal epidemiologists and public health agencies that 
investigate outbreaks of foodborne, waterborne, and other 
enteric illnesses. 

Epidemiologists were contacted in jurisdictions that reported 
S. Oranienburg isolates with the outbreak strain during June— 
December 2006. To develop hypotheses regarding sources of 
the S. Oranienburg infections, NHDHHS reviewed interview 


records for all patients who had been interviewed by state and 
local health departments. Investigators also conducted 
extended interviews; interviewers sought information regard- 


ing nearly 300 sources of exposure, including consumption 
of 234 specific food items. 

A case was defined as culture-confirmed S. Oranienburg 
infection with the outbreak strain and illness onset from June 
15 to July 31. Forty-one cases of S. Oranienburg with the 
outbreak strain occurred in 10 U.S. states and one Canadian 
province: Massachusetts (12), New Hampshire (nine), New 
York (four), Pennsylvania (three), Vermont (three), Kentucky 
(two), Maine (two), Maryland (two), Connecticut (one), New 
Jersey (one), and Ontario, Canada (two). Date of illness onset 
ranged from June 15 to July 25 (Figure). The median age of 
patients was 59 years (range: 8 months—96 years); 31% of 
cases were in persons aged >70 years. Twenty-eight (68%) 
patients were female. Symptoms reported by patients included 
diarrhea (74%) (i.e., three or more loose stools in a 24-hour 
period), abdominal cramps (52%), fever (39%), vomiting 
(23%), and bloody diarrhea (16%). Seven (17%) patients were 
hospitalized as a result of their Sa/monella infections. No deaths 
were reported. 

Among the 41 cases, 30 (73%) occurred among persons who 
worked, stayed, or ate in a health-care facility during the 7 days 
preceding illness onset, including 10 already-hospitalized 
patients, 10 residents of a long-term—care facility, nine 
employees of health-care facilities, and one visitor who had 
eaten in a hospital cafeteria. The interviews with 33 of the 41 
patients suggested that illness was associated with eating fruit 
salad in a health-care facility; 23 (70%) reported eating fresh 
fruit salad, 19 (83%) of whom had eaten fresh fruit salad in a 
health-care facility. 

FIGURE. Number of culture-confirmed cases (N = 41) of 
infection with outbreak strain of Sa/monella serotype 


Oranienburg, by date of illness onset* — United States and 
Canada, June—July 2006 





) Community resident 
0 Employee in health-care facility 
Ss Patient or resident in health-care facility 


No. of cases 
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* If illness onset date was unknown, date of specimen collection was used. 
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A case-control study was conducted to identify risk factors 
for infection. Case-patients were eligible for the study if they 
experienced diarrhea, were able to respond to the question- 
naire, and had an isolate with the outbreak PFGE patterns. 
For case-patients who were residents or patients of a health- 
care facility, controls were selected randomly from a list of 
residents or patients who were in the facility at the same time 
as the case-patient. For case-patients who were employees, 
controls were selected randomly from a list of employees who 
worked in the facility at the same time as the case-patient. 
Controls for community case-patients (i.¢., patients who were 
not exposed as employees or patients in health-care facilities) 
were well neighbors of the case-patient and were identified 
through a reverse telephone directory. Controls must not have 
had diarrhea since June 1 and must have been eating a solid 
diet during the 7 days before illness onset in the case- 
patient (i.e., the food-recall period). Based on hypotheses gen- 
erated during interviews with case-patients, the 
questionnaire included 75 exposures focused on individual 
types of fresh fruit and on fruit salad eaten during the food- 
recall period. Questionnaires were administered by telephone 
or in person during August 15—September 6, 2006. 

At the time the case-control study was conducted, 36 cases 
of S. Oranienburg had been identified in eight 
states and Canada. Twenty-two case-patients 
were eligible for the study; one case-patient 
chose not to participate and was not enrolled. 


A total of 21 case-patients and 33 controls 


36.7); honeydew melon was eaten by nine (45%) case-pa- 
tients and one (3%) control (mOR = 14.2; CI = 1.8—-112.5). 
Illness was not associated with consumption of individual fruits 
that were not part of a fruit salad. Use of multivariate analysis 
with conditional logistic regression was not feasible because 
of high consumption of multiple types of fruit. 

Of 13 health-care facilities with case-patients, information 
regarding the source of the fruit served was collected for 11 
facilities, 10 (91%) of which had served refrigerated, precut 
cantaloupe and honeydew melon purchased from the same 
processing plant in Canada. Inspections of the processing plant 
by the Canadian Food Inspection Agency did not identify 
any improper practices and determined that the plant was in 
compliance with its Hazard Analysis and Critical Control 
Points (HACCP) plan. The processing plant had received the 
fruit from multiple farms. At the plant, fruit was cleaned, sliced, 
packaged into containers, and refrigerated. Health-care facili- 
ties received the refrigerated, precut fruit as either a premixed 
fruit salad or as individual fruits that later were mixed on-site 
by the health-care facility. A traceback investigation of the 
original source of the cantaloupe and honeydew melons pro- 
cessed in the facility during June 1—July 15 indicated that the 
cantaloupe and honeydew melons likely originated from the 


TABLE. Number and percentage of case-patients and controls reporting 
consumption of fruit and association with illness from the outbreak strain of 
Salmonella serotype Oranienburg, by type of food item — United States and 
Canada, June—July 2006 





were enrolled from all eight states and Canada. 


Case-control data were analyzed using a fre- 
Food item 


Cases Control watched 
(nm = 21)* (n = 33)* odds 
No. (%) No. (%) ratio 





(95% Cl") 





quency-matched univariate analysis; three 
strata were analyzed, with each stratum con- 
taining all case-patients and controls for the 
given exposure location (health-care patients, 
health-care employees, and community resi- 
dents). Fourteen (70%) of 20 case-patients, 


compared with four (13%) of 30 controls, ate Honeydew 


Any fruit salad 
Fruit salad in health-care facility 


Cantaloupe 
Any (whole or precut) 
In fruit salad 
In fruit salad in health-care facility 


Any (whole or precut) 


14/20 (70) 4/30 (13) 8.9 
12/20 (60) 4/30 (13) 6.0 


(2.3-35.5) 
(1.5-23.5) 


15/18 7/27 (26) 11.5 
12/20 2/30 (7) 9.9 
10/20 2/30 (7) 7.6 


(2.4—55.5) 
(2.2—44.5) 
(1.6—36.7) 


14/19 (74) 2/28 (7) 19.5 (3.4—112.7) 


fruit salad (matched odds ratio [mOR] = 8.9; 
95% confidence interval [CI] = 2.3—35.5). 
Illness was associated with eating fruit salad 
in a health-care facility (Table). Twelve (60%) 
of 20 case-patients, compared with four (13%) 
of 30 controls, ate fruit salad in a health-care 
facility (mOR = 6.0; CI = 1.5—23.5). Salads 


eaten by case-patients were composed of mul- 


tiple types of fruits; cantaloupe and honey- 


dew melon were the most common fruits in 
salads eaten in health-care facilities. Canta- 
loupe was eaten by 10 (50%) case-patients and 
two (7%) controls (mOR = 7.6; CI = 1.6—- 


In fruit salad 

In fruit salad in health-care facility 
Watermelon 

In fruit salad 

In fruit salad in health-care facility 
Pineapple 

Any (whole or precut) 

In fruit salad 

In fruit salad in health-care facility 
Red grapes 

In fruit salad 

In fruit salad in health-care facility 


11/20 
9/20 


9/19 
8/19 


11/18 
8/19 
6/19 


7/20 
7/20 


(55) 
(45) 


(47) 
(42) 


(61) 
(42) 
(32) 


(35) 
(35) 


1/30 
1/31 


2/30 
2/30 


6/27 
1/29 
1/30 


0/30 
0/31 


(3) 
(3) 


(7) 
(7) 


(22) 
(3) 
(3) 


(0) 
(0) 


16.9 
14.2 


6.9 
5.8 


6.1 
40.6 
15.2 


9.88 
13.18 


(2.4-119.6) 
(1.8—112.5) 


(1.4-33.7) 
(1.1-29.8) 


(1.4-27.8) 
(3.0-548.4) 
(1.6-143.6) 


(1.5-65.6) 
(1.9-89.0) 





*Case-patients and controls were excluded from analysis if the relevant interview question 
was not answered or the respondent answered “unknown.” 


Confidence interval. 


Calculation uses a 0.5 continuity correction because of stratum cells that contain zero. 
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United States; however, no specific farm was identified. No 
salmonellae were isolated from fruit salad samples collected at 
health-care facilities with outbreak-related cases or from 
samples collected by FDA at the point of entry into the United 
States. The Canadian Food Inspection Agency did not collect 
samples from the processing plant. 

Reported by: 1 Landry, Public Health Agency of Canada. Q Phan, 
MPH, Connecticut Dept of Public Health. S Kelly, MS, Kentucky Dept 
of Public Health. K Phillips, MPH, Maine Center for Disease Control 
and Prevention; S Onofrey, MPH, Maine Dept of Public Health. 
ER Daly, MPH, EA Talbot, MD, New Hampshire Dept of Health and 
Human Svcs. M Fage, New York State Dept of Health. M Deasy, 
Pennsylvania Dept of Health. M Spayne, Vermont Dept of Health. 
M Lynch, MD, CK Olson, MD, Div of Foodborne, Bacterial, and 
Mycotic Diseases, National Center for Zoonotic, Vector-Borne, and 
Enteric Diseases, CDC. 

Editorial Note: Salmonellae infect an estimated 1.2 million 
persons each year in the United States (/). In 2005, 1 year 
before the outbreak described in this report, a total of 36,184 
Salmonella infections reported in the United States were 
laboratory confirmed; 590 (1.6%) were S. Oranienburg (2). 
The 41 cases in this international outbreak highlight the 
importance of laboratory-based surveillance, which relies on 
routine submission of Salmonella isolates from clinical labo- 
ratories to state public health laboratories. Furthermore, this 
outbreak illustrates the importance of sharing public health 
information domestically and internationally, because the 
investigation relied on the timely sharing of information among 
10 state health departments, two national health agencies, two 
national food-regulatory agencies, and multiple local and 
provincial health departments. 

The findings of this investigation indicated that infection 
with an uncommon strain of S. Oranienburg was associated 
with consumption of fruit salad in health-care facilities. The 
findings indicated that 1) 70% of case-patients ate fruit salad, 
2) case-patients were six times more likely than controls to 
have eaten fruit salad in a health-care facility, and 3) 10 (91%) 
of 11 health-care facilities with Sa/monella infections served 
refrigerated, precut fruit salad from the same processing plant 
in Canada. The source of the contamination of the fruit salad 
was not determined. However, because the fruit salad at the 
various health-care facilities was provided by several distribu- 
tors but came from a common processing plant, contamina- 
tion likely occurred either at the processing plant or earlier in 
the supply chain, such as at a farm. 

Fruits such as cantaloupe and honeydew melon previously 
have been associated with salmonellosis outbreaks in the 
United States. During 1973-2003, a total of 11 cantaloupe- 
associated salmonellosis outbreaks were reported to CDC (3). 


Reported outbreaks were associated both with whole melons 
contaminated in growing fields and with precut melons. Cut 
fruit can be contaminated during processing when rind is 
removed and fruit is sliced (4,5). Furthermore, because the 
inner flesh of melons contains nutrients that can support 
microbial growth, improper refrigeration of cut fruit can cause 
bacteria proliferation (4,5). Although S. Oranienburg was not 
identified in any of the fruit salad samples collected, the 
samples were obtained several weeks after illness-onset dates 
in Case-patients. 

Salmonella outbreaks have not been frequently identified in 
health-care facilities in the United States, perhaps because not 
all cases are recognized. Current guidelines for the manage- 
ment of diarrhea discourage testing for Salmonella in hospi- 
talized patients who have been in a facility for >72 hours unless 
an outbreak is suspected, the diarrhea is bloody, or the patient 
is an infant (6). These guidelines might make health-care 
facilities less likely to detect outbreaks of salmonellosis or rec- 
ognize that they are part of larger outbreaks, such as the one 
discussed in this report (7,8). During this outbreak, only two 
of the 13 health-care facilities with cases recognized that an 
outbreak was occurring, likely because most facilities only iden- 
tified one or two cases. In the Massachusetts and New Hamp- 
shire facilities, the initial outbreaks were recognized after three 
and five cases were identified in each facility, respectively. 
After both facilities implemented an active surveillance pro- 
gram for staff members and patients, eight additional cases 
were identified, suggesting that certain cases might not have 
been detected in the facilities that adhered to the 
72-hour testing policy. Evaluation is needed to determine 
whether expanding the criteria for bacterial testing of stool 
specimens from inpatients beyond the presence of bloody 
diarrhea would improve foodborne outbreak detection and 
ultimately the safety of the food supply. 
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Progress in Measles Control — 
Nepal, 2000-2006 


In 2002, the United Nations General Assembly Special Ses- 
sion on Children set a goal to reduce global measles deaths by 
half (compared with 1999) by 2005 (/). Nepal, a southeast 
Asian country with an estimated population of 27 million, 


adopted the measles mortality reduction strategies of the World 


Health Organization (WHO) (2) in 2003, with a goal of 


reducing measles deaths by half (compared with 2003) by 
2005. The strategies consisted of strengthening routine child- 
hood immunization programs, providing a second opportu- 
nity for measles vaccination through supplementary 
immunization activities (SIAs),* improving surveillance, and 
improving measles case management. This report describes 
routine immunization activities in Nepal, the implementa- 
tion of measles SIAs, and measles surveillance data for the 


period 2000-2006. The findings demonstrate a substantial 


decrease in reported measles incidence. Assuming a reduction 


in measles deaths that paralleled the decrease in incidence, the 


findings also suggest progress toward the goal of measles 


mortality reduction. 





* Mass campaigns conducted during a short period (days to weeks) in which a 
dose of measles-containing vaccine is administered to all children in a targeted 
age group (e.g., 9 months—15 years), regardless of previous vaccination history. 


Campaigns can be conducted nationally or in portions of the country. 


Background and Routine Vaccination 

Nepal is divided into 75 districts in five regions. The 
Expanded Programme on Immunization (EPI) was initiated 
in 1979 in Nepal in three districts; by 1988, the program had 
been expanded to all 75 districts (3). The program aims to 
achieve and maintain coverage of >90% fully immunized‘ 
children nationwide by 2010 (4) and targets children aged 
>9 months with measles vaccine. According to WHO/ 
UNICEF estimates, measles vaccination coverage among 
children aged <1 year increased from 58% in 1988 to 71% in 
2000; coverage further increased from 75% in 2003 to 85% 
in 2006 (5). Despite high national coverage in 2006, six of 75 
districts (representing 4% of the population aged <5 years) were 
unable to reach >70% coverage because of lack of security 
resulting from civil unrest, limited access to certain areas, or 
lack of human resources. 


Surveillance 

Measles in Nepal is reported as part of the Health Manage- 
ment Information System (HMIS), which covers all 4,102 
government health facilities in Nepal. However, HMIS does 
not provide detailed geographic and age group data, and 
reports often are incomplete and not timely; moreover, HMIS 
reports only clinically suspected measles and does not report 
laboratory testing. Information on measles-related deaths is 
not reported systematically. In March 2003, the government 
of Nepal and WHO initiated a more comprehensive measles 
surveillance system to supplement HMIS with more detailed 
information on cases in clusters of suspected measles. The new 
measles surveillance system, which includes field investiga- 
tions and laboratory testing of blood specimens, is supported 
by surveillance medical officers (SMOs), who have conducted 
health facility visits for active acute flaccid paralysis (AFP) 
surveillance since 1998. This integrated surveillance network 
provides timely and detailed data on AFP, Japanese encephali- 
tis, and measles cases though weekly reports from 413 major 
health-care centers and hospitals throughout all 75 districts 
of the country (i.e., approximately 10% of all government 
health facilities), including all inpatient facilities. In addition, 
SMOs conduct weekly visits to 84 active surveillance sites 
within this network. 

If five or more cases of suspected measles are detected dur- 
ing a 2-week period from one geographic area, an outbreak 
investigation is undertaken in which epidemiologic informa- 





A fully immunized child is a child who, by his or her first birthday, has received 
1 dose of bacille Calmette-Guérin vaccine; 3 doses of diphtheria, tetanus, and 
pertussis vaccine; 3 doses of oral poliovirus vaccine; and 1 dose of measles- 


containing vaccine. 
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tion is collected on all suspected measles cases’ in the area, 
and blood samples are drawn for at least five cases for labora- 
tory confirmation of measles (i.e., via identification of immu- 
noglobulin M [IgM] measles antibodies). An outbreak is 
considered a confirmed measles outbreak if at least one case is 
laboratory confirmed in a person who had not received measles 
vaccination | month before. All untested suspected cases in a 
laboratory-confirmed outbreak are considered epidemiologi- 
cally confirmed. Since January 2004, all samples that test 
negative for measles IgM have been tested for rubella IgM. 
With rubella IgM testing, similar criteria allow an outbreak 


to be considered a confirmed rubella outbreak or a confirmed 


mixed measles and rubella outbreak. Approximately 90% of 


cases associated with confirmed measles outbreaks in 2003 
were in children aged <15 years; this finding supported the 
decision to conduct a “catch-up” SIAS targeting children 
aged 9 months—15 years. 


Measles Vaccination Campaign, 2004-2005 

Nepal public health authorities conducted a nationwide 
measles SIA in three phases during September 2004—April 2005, 
targeting an estimated 9.4 million children aged 9 months— 
15 years. Oral poliovirus vaccine also was administered to all 
children aged <5 years. The overall reported measles vaccina- 





S For surveillance purposes, a suspected case of measles is defined as generalized 
maculopapular rash and fever plus one of the following: cough, coryza (i.e., 
runny nose), or conjunctivitis (i.e., red eyes). Additional information available 
at http://www.afro.who.int/measles/guidelines/index.htuml. 

s¢ atch-up campaigns are one-time events targeting all children in a particulai 
age group. The goal is to vaccinate all children who might not have been 
previously vaccinated for the first time against measles and provide a second 
opportunity for measles vaccination in addition to routine vaccination. During 
a catch-up campaign, all children in the targeted age group receive a 
supplementary dose of measles vaccine, regardless of previous disease o1 
vaccination history. Additional information is available at http: 
www. measlesinitiative.org/vaccination.asp. 


tion coverage was 105% of the population target; in one dis- 


trict the coverage was as low as 64%. The population targets 


were obtained from administrative lists. 


Measles Incidence 


In 2003, a total of 67 suspected measles outbreaks were 
investigated using the integrated system; in 2004, a total of 
196 outbreaks were investigated. Nearly 70% of these out- 
breaks were confirmed measles outbreaks (Table). After the 
start of the SIAs, the number of suspected measles outbreaks 
detected decreased to 46 in 2005 and to 31 in 2006. In 2005, 
only one (2%) of the 46 investigated outbreaks was a 
laboratory-confirmed measles outbreak, whereas 36 (78%) 
were laboratory-confirmed rubella outbreaks. Similarly, in 
2006, two (6%) of 31 outbreaks were laboratory-confirmed 
measles outbreaks, and 24 (77%) were laboratory-confirmed 
rubella outbreaks. During 2005 and 2006, three mixed measles 
and rubella outbreaks were detected: two (4%) in 2005 and 
one (3%) in 2006. The number of measles cases associated 
with outbreaks decreased from approximately 1,000 in 2003 
to approximately 50 in 2006. During 2005 and 2006, a total 
of 1,119 suspected measles cases that were not part of any 
recognized outbreak were reported to SMOs. Serum speci- 
mens were collected for 84 of these cases; three (4%) were 
laboratory confirmed as measles cases. 

The average annual number of measles cases reported 
through HMIS during the 4 years (2000-2003) before the 
start of the SIA was 10,425. After the SIA, the number of 
reported cases decreased to 3,931 in 2005 and to 1,935 in 
2006, decreases of 62% and 81%, respectively, from the 2000- 
2003 average (Table, Figure). 

Reported by: YV Pradhan, MD, Dept of Health Svcs, Nepal Ministry 
of Health and Population; P Bangdel, MSc, UNICEF Country Office, 
Kathmandu; T Sedai, MA, B Lamichhane, MBBS, MPH, J Partridge, 


TABLE. Number of suspected and laboratory-confirmed measles and rubella outbreaks and cases, by year — Nepal, 2000—2006 





Total 
no. of No. of 
reported suspected 
suspected measles as measles 
measles outbreaks outbreakst$ 
Year cases* investigatedt§ No. (%) 


Outbreaks 
confirmed 


Outbreaks 
confirmed as 
mixed measles 
and rubella 
outbreakst$1 


outbreakst§1 No. (%) 


No. of Outbreaks No. of 
cases from confirmed cases from 
confirmed as rubella confirmed 

measles outbreaks$1 rubella 
outbreakst§ No. (%) 





2000 10,146 — 

2001 8,799 — 

2002 —- - 
2003 7 41 (61) 
2004 196 138 (70) 
2005 46 1 (2) 
2006 31 2 (6) 


1,536 _ 
4,559 13 (7) 306 
25 36 §=(78) 728 
45 24 =((77) 438 





* Based on data from the Health Management Information System, Department of Health Services, Nepal Ministry of Health and Population 
. Based on data from the World Health Organization/Nepal Ministry of Health and Population integrated vaccine-preventable disease surveillance network 


; Outbreak investigations and laboratory testing started in March 2003 


Laboratory confirmation for rubella-specific immunoglobulin M did not start until January 2004 
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PhD, World Health Organization Country 
Office, Kathmandu, Nepal. ] Liyanage, 
MBBS, MPH, World Health Organization 
Regional Office for Southeast Asia, New Delhi, 
India. P Strebel, MBChB, A Dabbagh, PhD, 
Dept of Immunization, Vaccines, and 
Biologicals, World Health Organization, 
Geneva, Switzerland. O Mach, MD, V Dietz, 
MD, Global Immunization Div, National 
Center for Immunization and Respiratory 
Diseases, CDC. 

Editorial Note: Because information 
on measles-related deaths is not rou- 
tinely collected in Nepal, no direct mea- 
surement of reduction in deaths 
associated with improv ed measles con- 
trol is possible. However, reports from 
other countries have assumed that a 
reduction in measles deaths occurred in 
the same proportion as a reduction in 
reported measles cases (6,7). A con- 
comitant dec rease in suspected cases 
and measles deaths has been observed 
in other countries that monitored 


measles deaths before and after SIAs 


FIGURE. Number of measles cases from confirmed measles outbreaks, by month 
and year — Nepal, 2003—2006* 
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SIA phase III 
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2003 2004 2005 2006 
Month and year 


*Based on data from the Health Management Information System, Department of Health Services, 
Nepal Ministry of Health and Population 
Supplementary immunization activity 


(8,9). By making this same assumption 
for Nepal, the findings in this report suggest that, by the end 
of 2005, Nepal had achieved its goal of reducing measles 
mortality by at least 50% from 2003 levels. The reduction in 
measles incidence in Nepal during 2003-2006 indicated by 
HMIS data might underestimate the actual relative reduction 
in measles deaths because, compared with pre-SIA years, a 
more pronounced decrease occurred in the number of con- 
firmed outbreaks and in the proportion of confirmed measles 
cases in outbreaks during post-SIA years. In addition, treat- 
ment of measles patients** has been emphasized since 2003. 
On the basis of progress to date, the government of Nepal 


has decided to set its measles program objective toward elimi- 


nation. In the Ministry of Health and Population’s Multi-Year 
I 


Plan of Action for immunization, the measles elimination phase 
will begin in 2010 (4). Major components of the elimination 
strategy include high routine immunization coverage (>90% 
in >80% of districts), provision of a second opportunity for 
measles vaccination through routine vaccination or SIAs, and 


case-based surveillance with laboratory confirmation. 





Ireatment includes administration of vitamin A and, if complications are 
noted, antibiotics. Additional information available at http www.who.int 


mediacentre/tactsheets/ts286/en 


The integration of measles surveillance and AFP surveil- 
lance since 2003 has made use of the extensive surveillance 
infrastructure in Nepal, which was developed for AFP sur- 
veillance and, since 2004, has included investigation and labo- 
ratory testing of suspected encephalitis cases for Japanese B 
encephalitis. WHO formally accredited the Nepal national 
measles reference laboratory in 2006. The first steps toward 
further strengthening surveillance began in January 2007; a 
case-based measles surveillance system, in which all suspected 
measles cases are investigated and laboratory tested for IgM, 
was started in 12 active surveillance sites in the Kathmandu 
Valley and in two active surveillance sites in the Far West 
Development Region. In addition to continuing outbreak 
investigations, this case-based surveillance system will expand 
to include the entire country by 2010 and will use measles 
virus genotyping to determine the origin of virus isolates; 
however, data on measles-related mortality are not available 
through this system. 

Additional measures to increase routine vaccination cover- 


age, particularly in remote areas and those with low coverage, 


will be critical for preventing outbreaks and moving toward 


the goal of measles elimination. Despite advances in deliver- 
ing routine vaccination, the proportion of children suscep- 
tible to measles started to increase after the 2004—2005 SIA, 
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increasing the likelihood of measles outbreaks. A nationwide 
follow-up measles vaccination campaign"’ targeting children 
aged 9 months to 4 years 11 months is planned for 2008. 
Given the difficulties with access to certain areas of Nepal, 
providing a second measles vaccination opportunity through 


routine vaccination is not likely to reach high coverage levels 


with both doses. Because SIAs have been effective throughout 


Nepal, including in areas that are difficult to access, repeated 
SIAs likely will be the long-term strategy for regularly provid- 
ing a second measles vaccination opportunity. 

Nepal has achieved a substantial reduction in reported 
measles incidence and in the number of confirmed measles 
outbreaks. This experience provides useful lessons for other 
countries in southeast Asia as they progress toward measles 
mortality reduction. 





Follow-up SIAs are conducted periodically (i.e., every 3—5 years) to maintain 
low levels of susceptibility. A follow-up campaign provides children with a 
second opportunity for measles vaccination and aims to reach all children 
aged >9 months who were born after the previous catch-up campaign. 
Additional information available at http://www.measlesinitiative.org 


vaccination.asp 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending September 29, 2007 (39th Week)* 





Current Cum a Total cases reported for previous years 
Disease week 2007 averaget 2006 2005 2004 2003 2002 States reporting cases during current week (No.) 
Anthrax _ — 1 — _ — 2 
Botulism 
foodborne 14 
infant 61 
other (wound & unspecified) - 19 
Brucellosis 93 
Chancroid 23 
Cholera 1 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases‘ * 
California serogroup 
eastern equine 
Powassan 1 
St. Louis 28 
western equine - — — 
Ehrlichiosis*® 
human granulocytic 
human monocytic 
human (other & unspecified) 
Haemophilus influenzae,** 
invasive disease (age <5 yrs) 
serotype b 
nonserotype b 
unknown serotype _ 
Hansen disease NV (1), CA (1) 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal 


Hepatitis C viral, acute C NY (1), Mi (1), MD (1), NC (2), GA (1), FL (1) 
KY(1), CA (1) 








20 19 16 20 28 
97 85 87 76 69 
48 31 30 33 21 
121 114 104 NC (1), TX (1), CA (1) 
33 17 30 54 67 NY ‘1) 
9 8 5 2 2 
75 NY (1) 
1 1 


| mo-=nm=-N0 


10 


=-|oo 


NY (6), NC (1) 
NY (1), NC (10), FL (1), TN (1), AR (1), OK (1) 
MD (1) 


-oO 


> 


N 


HIV infection, pediatric (age <13 yrs)" 
influenza-associated pediatric mortality 
Listenosis 


Nm 
— 


MI (1), NC (6), SC (1), AR (1), OK (1), TX (1) 
NV (1), CA (1) 


Measies™ TX (2) 


Meningococcal disease, invasive*** 
A, C, Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup 
Mumps 
Novel influenza A virus infections 
Plague 
Poliomyelitis, paralytic 
Poliovirus infection, nonparalytic 
Psittacosis 
Q fever 
Rabies, human 
Rubella’ 
Rubella, congenital syndrome 
SARS-CoV 
Smalipox - - - 
Streptococcal toxic-shock syndrome - a 132 118 
Syphilis, congenital (age <1 yr) 353 412 
Tetanus ) 34 25 
Toxic-shock syndrome (staphylococcal) 5 95 109 NH (1), NC (2), CA (2) 
Trichinellosis 5 14 
Tularemia 134 90 AK (1) 


Typhoid fever 322 321 NY (1), MD (1), CA (2) 
Vancomycin-intermediate Staphylococcus aureus* — — N 


Vancomycin-resistant Staphylococcus aureus — 1 t N 
Vibriosis (noncholera Vibrio species infections) 2 t N N NY (1), OH (1), FL (4), TN (1), CA (2) 
— 1 


oOo 


IN (2) 

UT (1) 

OK (1) 

NY (1), NC (1), FL (1), CA (3) 
OH (1), CA (1) 


oo! waoons 


FL (1) 
MO (1), CA (1) 


loono! 


MO (1) 


Yellow fever _~ _ 





No reported cases N: Not notifiable Cum: Cumulative year-to-date counts 
* Incidence data for reporting year 2007 are provisional, whereas data for 2002, 2003, 2004, 2005, and 2006 are finalized 
Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf 
3 Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
Includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table II 
* Data for H. influenzae (all ages, all serotypes) are available in Table |! 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly 
’ Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. A total of 70 cases were reported for the 2006-07 flu season 
The two measles cases reported for the current week were indigenous 
* Data for meningococcal disease (all serogroups) are available in Table |/ 
't No rubella cases were reported for the current week 
3 Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases 
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TABLE Ii. Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and September 30, 2006 
(39th Week)* 





Chlamydia‘ 
Previous 


Coccidioidomycosis 
Previous 


Cryptosporidiosis 
Previous 





Reporting area 


Current 


week 


52 weeks 


Med 


Cum 
2007 


Cum 
2006 


Current 


week 


52 weeks 


Med 


Max 


Cum 
2007 


Cum 


Current 


week 


52 weeks 


Med 


Cum 
2007 





United States 


New England 
Connecticut 
Maine’ 
Massachusetts 
New Hampshire 
Rhode Island® 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska’ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland® 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


Mountain 
Arizona 
Colorado 
Idaho® 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 


Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


American Samoa 
C.N.M.I 

Guam 

Puerto Rico 

U.S. Virgin Islands 


10,877 
378 


39 
98 


185 
631 
40 


U 
U 
117 


U 


20,387 


720 
223 
50 
305 
39 
66 
19 


2,693 
407 
514 
907 
775 


122 
943 
396 
715 
705 


0 
4 
125 
3 


25,327 


1,357 
829 


6,760 
140 
166 

1,767 

3,822 
697 

1,905 

3,030 

685 
91 


2,044 
548 
691 
959 
720 

2,974 
289 
855 
467 


32 
207 
544 

: 


761,421 


25,427 
7,420 
1,870 

11,609 
1,574 
2,335 

619 


104,955 
15,431 
19,859 
35,402 
34,263 


123,104 
35,016 
15,483 
26,466 
32,003 
14,136 


43,479 
6,488 
6,176 
7,505 

17,215 
3,122 
1,044 
1,929 


150,833 
2,574 
4,303 
43,266 
18,319 
15,040 
22,576 
24,031 
18,535 

2,189 


52,543 
11,248 

6,085 
14,466 
20,744 


90,234 

6,442 
14,760 
10,011 
59,021 


45,340 
16,021 
7,509 
2,399 
1,488 
7,086 
6,124 
3,840 
873 
125,506 
3,270 
101,132 
3,908 
6,270 
10,926 


U 
U 


760,313 


23,787 
6,738 
1,674 

10,720 
1,443 
2,318 

894 


93,113 
15,092 
18,059 
30,257 
29,705 


128,175 
40,303 
14,899 
26,230 
31,202 
15,541 


46,369 
6,199 
5,990 
9,640 

17,224 
4,004 
1,347 
1,965 


144,914 
2,651 
2,162 
36,744 
26,722 
15,856 
24,907 
15,661 
17,999 

2,212 


57,447 
17,651 

6,423 
14,383 
18,990 


86,294 
6,120 
13,487 
8,976 
57,711 
50,341 
15,632 
12,275 
2,043 
1,902 
6,265 
7,419 
3,706 
1,099 
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3,287 
101,834 
4,342 
7,131 
13,279 
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U 
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7,234 


198 
36 
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50 
42 

6 
29 
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C.N.M.1 
U: Unavailable 


—: No reported cases 


Commonwealth of Northern Mariana Islands 


N: Not notifiable 
* Incidence data for reporting year 2007 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly 
. Chlamydia refers to genital infections caused by Chlamydia trachomatis 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-to-date counts 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes' 
Previous Previous Previous 
Current _ S52 weeks . Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med 2007 2006 week Med Max 2007 2006 week Med 2007 2006 


United States 290 11,638 13,114 3,476 6,626 8,941 247,627 265,491 18 184 1,678 1,720 


New England 8 930 1,084 259 4,059 4,044 131 
Connecticut 251 224 204 1,503 1,605 40 
Maine 146 128 8 94 96 9 
Massachusetts 356 487 96 1,988 1,777 58 
New Hampshire 19 20 118 148 15 
Rhode Island 36 92 311 366 7 
Vermont 122 133 45 52 2 


Mid. Atlantic 2,043 2,615 j 27,604 24,640 
New Jersey 142 377 ¢ 4,505 3,988 
New York (Upstate) 827 890 j 5,125 4,679 
New York City 585 741 7,547 7,506 
Pennsylvania 489 607 10,427 8,467 


E.N. Central 657 117 , . 49,667 52,899 
Iilinois 410 537 13,050 15,172 
Indiana N N 6,650 6,628 
Michigan 421 538 10,818 10,957 
Ohio 596 599 : 14,221 14,916 
Wisconsin 230 443 4,928 5,226 


W.N. Central 840 450 13,849 14,556 
lowa 210 229 1,413 1,388 
Kansas 119 156 1,767 1,686 
Minnesota 12 475 1,976 2,439 
Missouri 329 7,546 7,616 
Nebraska 91 g - 885 1,044 
North Dakota 65 100 
South Dakota 197 283 


S. Atlantic 58,067 65,210 
Delaware 987 1,105 
District of Columbia 1,768 1,304 
Florida 17,792 18,185 
Georgia 7,454 13,264 
Maryland 4,644 5,382 
North Carolina 10,080 12,999 
South Carolina 10,181 7,241 


Virginia 4,491 5,037 
West Virginia 670 693 


E.S. Central 20,438 23,486 
Alabama 5,122 8,210 
Kentucky 2,423 2,294 
Mississippi 5,455 5,659 
Tennessee 7,438 7,323 


W.S. Central 37,559 37,978 
Arkansas 2,856 3,192 
Louisiana 8,557 8,122 
Oklahoma 3,859 3,382 
Texas 22,287 23,282 


9,099 11,349 
3,400 4,016 
1,842 2,785 
178 117 

50 154 
1,744 2,174 
1,255 1,367 
575 637 
55 99 
27,285 31,329 
365 458 
23,665 25,838 
464 746 
743 1,110 
2,048 3,177 


U U 

U U 

0 85 

15 261 231 

0 U U 

C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting year 2007 are provisional 

. Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max week Med Max 2007 


United States 41 201 2,013 2,651 109 1,595 


New England 1 79 152 12 88 
Connecticut 14 34 9 29 
Maine’ 2 8 1 3 
Massachusetts 34 73 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Iilinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. NN: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2007 are provisional 

. Data for acute hepatitis C, viral are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 





Meningococcal disease, invasive' 
Lyme disease Malaria All serogroups 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum Cum 
Reporting area Med Max 2007 2006 week Med Max week Max 2007 2006 


United States 25 1,104 14,151 15,601 12 105 10 87 768 


New England 286 2,672 3,661 — 32 
Connecticut 214 1,471 1,513 — 

Maine‘ 53 296 162 “= 
Massachusetts - 21 21 1,332 

New Hampshire 77 646 567 

Rhode Isiand® 93 136 

Vermont® 13 102 


Mid. Atlantic 568 7,473 
New Jersey 120 1,520 
New York (Upstate) 426 2,566 
New York City 19 91 
Pennsylvania 280 3,296 


E.N. Central —_— 92 670 
lilinois 10 86 
Indiana 7 39 
Michigan 6 49 
Ohio 4 19 
Wisconsin 82 477 


W.N. Central 337 
lowa 88 
Kansas 9 
Minnesota 208 
Missouri 25 
Nebraska‘ 5 
North Dakota 2 
South Dakota — 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland’ 

North Carolina 
South Carolina’ 
Virginia’ 

West Virginia 


E.S. Central 
Alabama® 
Kentucky 
Mississippi 
Tennessee® 


W.S. Central 
Arkansas® 
Louisiana 
Oklahoma 
Texas® 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting year 2007 are provisional 


§ Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE !I. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 171 1,479 6,154 10,475 158 3,688 4,295 


New England 26 77 804 1,257 22 443 344 
Connecticut 2 5 44 82 10 175 156 
Maine’ 2 14 54 91 8 63 85 
Massachusetts 20 46 613 789 0 — — 
New Hampshire 44 160 4 40 33 
Rhode Island' 31 22 45 3 29 23 
Vermont' 27 90 13 136 47 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. _—:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting year 2007 are provisional 

‘ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 


Salmonellosis Shiga toxin-producing E. coli (STEC)' Shigellosis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 702 842 2,338 30,077 32,300 77 336 3,015 3,053 219 1,287 11,242 


New England - 348 1,452 1,858 60 186 148 
Connecticut ~ 333 333 503 55 55 30 
Maine - 14 96 96 4 29 14 
Massachusetts - y 49 775 960 10 74 91 
New Hampshire : 13 127 175 3 14 5 
Rhode Island® - 20 61 73 2 5 
Vermont’ - 60 51 3 3 
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Mid. Atlantic 3,788 4,109 
New Jersey _ 288 884 
New York (Upstate) 1,106 945 
New York City 5 1,019 989 
Pennsylvania 1,375 1,291 


E.N. Central 53 4,231 4,365 
Ilinois - 1,270 1,236 
Indiana 553 687 
Michigan 7 678 788 
Ohio 1,035 944 
Wisconsin 695 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting year 2007 are provisional. 

. Includes E. coli O157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistant* 
Streptococcal disease, invasive, group A Age <5 years 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Max 2007 2006 


United States 261 y 10 


New England 28 1 
Connecticut 23 an 
Maine® 3 1 
Massachusetts 12 — 
New Hampshire 4 
Rhode Island 12 
Vermont’ 2 


Mid. Atlantic 41 
New Jersey 9 
New York (Upstate) 27 
New York City 13 
Pennsylvania 11 


E.N. Central 32 
lilinois 13 
Indiana 17 
Michigan 10 
Ohio 14 
Wisconsin 6 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable. _—:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting year 2007 are provisional 


‘ Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
. (NNDSS event code 11717) 


* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 
Streptococcus pneumoniae, invasive disease, drug resistant’ 
All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2006 


United States 1,727 1,812 317 136 


New England 100 
Connecticut 75 
Maine’ 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont’ 
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New York (Upstate) 
New York City 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 

; Incidence data for reporting year 2007 are provisional 

. Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 29, 2007, and 
September 30, 2006 (39th Week)* 





West Nile virus disease‘ 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasive’ 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 Med Max 2007 


United States 2,813 26,596 33,790 110 7 1,745 


New England 124 524 3,304 
Connecticut 76 1,191 
Maine" 7 181 
Massachusetts 1 1,141 
New Hampshire 17 279 
Rhode Island* 0 — 
Vermont* 66 512 
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C.N.M.1.: Commonweaith of Northern Mariana Islands 
U: Unavailable. _—:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 
; Incidence data for reporting year 2007 are provisional. 
‘ Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
for California ee. eastern equine, Powassan, St. Louis, and western equine diseases are available in Table |. 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
« associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE ill. Deaths in 122 U.S. cities, week ending September 29, 2007 (39th Week) 
All causes, by age (years) All causes, by age (years) 


All Palit All 

Reporting Area Ages | >65 45-64 | 25-44 sank <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 | <1 
New England 492 349 96 27 1 8 41 S. Atlantic 969 574 271 
Boston, MA 124 77 29 11 11 Atlanta, GA 100 46 40 
Bridgeport, CT 29 21 2 Baltimore, MD 146 74 47 
Cambridge, MA 11 8 Charlotte, NC 103 72 25 
Fall River, MA 26 22 Jacksonville, FL 152 87 45 
Hartford, CT 48 31 Miami, FL 96 60 23 
Lowell, MA 22 17 Norfolk, VA 49 25 15 
Lynn, MA 11 9 Richmond, VA 57 29 11 
New Bedford, MA 19 14 Savannah, GA 47 35 10 
New Haven, CT 41 30 St. Petersburg, FL 50 30 11 
Providence, Ri 47 34 Tampa, FL 151 40 
Somerville, MA Washington, D.C. U U U 
Springfield, MA 34 25 Wilmington, DE 18 13 a 


Waterbury, CT E.S. Central 886 

Worcester, MA Birmingham, AL 160 36 
Mid. Atlantic Chattanooga, TN 73 47 21 
Albany, NY Knoxville, TN 87 60 16 
Allentown, PA Lexington, KY 81 48 21 
Buffalo, NY Memphis, TN 177 43 
Camden, NJ Mobile, AL 94 51 27 
Elizabeth, NJ Montgomery, AL 72 39 17 
Erie, PA Nashville, TN 81 45 


r City, N 
rosy tare : NY W.S. Central 
y Austin, TX 93 55 22 
Newark, NJ 17 
> , Baton Rouge, LA U U U 
Paterson, NJ 12 
o Corpus Christi, TX 65 44 15 
Philadelphia, PA 82 a 
Dallas, TX 78 49 
Pittsburgh, PA : 24 
Reading, PA 25 El Paso, TX 69 53 10 
9 Fort Worth, TX 118 79 29 
Rochester, NY 110 Houston. TX 381 
Schenectady, NY 19 — 
Little Rock, AR 71 47 18 
Scranton, PA 24 . 
New Orleans, LA U U U 
Syracuse, NY Ps 
Trenton, NJ 14 San Antonio, TX 210 41 
Shreveport, LA 39 27 11 


Utica, NY 11 
Yonkers. NY 16 Tulsa, OK 118 78 24 


E.N. Central ; 
Akron, OH 25 
Canton, OH 20 
Chicago, IL 

Cincinnati, OH 48 
Cleveland, OH 172 
Columbus, OH 

Dayton, OH 93 
Detroit, MI 87 
Evansville, IN 41 
Fort Wayne, IN ) 38 
Gary, IN 10 
Grand Rapids, MI 38 
Indianapolis, IN 

Lansing, Ml 30 
Milwaukee, WI 50 
Peoria, IL 32 
Rockford, IL 33 
South Bend, IN 39 
Toledo, OH 63 
Youngstown, OH 58 
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Mountain 810 

Albuquerque, NM 122 84 24 
Boise, ID 64 49 10 
Colorado Springs, CO 60 40 13 
Denver, CO 82 53 15 
Las Vegas, NV 228 57 
Ogden, UT 39 30 7 
Phoenix, AZ U U U 
Pueblo, CO 29 21 7 
Salt Lake City, UT 96 52 30 
Tucson, AZ 90 57 23 
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Pacific 092 735 
Berkeley, CA 13 8 
Fresno, CA 104 70 
Glendale, CA U U 
Honolulu, Hi 50 33 
Long Beach, CA 69 46 
Los Angeles, CA U U 
Pasadena, CA 33 21 
Portland, OR 121 78 
Sacramento, CA U U 
San Diego, CA 117 83 
San Francisco, CA 106 64 
San Jose, CA 163 113 
Santa Cruz, CA 34 26 
Seattle, WA 136 90 
Spokane, WA 38 31 
Tacoma, WA 108 72 


Total 10,189°* 6,652 
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W.N. Central 405 
Des Moines, IA 66 47 13 
Duluth, MN 27 21 4 
Kansas City, KS 20 13 6 
Kansas City, MO 92 47 30 
Lincoin, NE 42 33 7 
Minneapolis, MN 60 33 18 
Omaha, NE 92 68 12 
St. Louis, MO 121 57 39 
St. Paul, MN 49 35 7 
Wichita, KS 76 51 15 


U: Unavailable. —:No reported cases. 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included. 
' Pneumonia and influenza. 


’ Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts wili be available in 4 to 6 weeks. 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted. 
** Total includes unknown ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals September 29, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 1,109 


Hepatitis A, acute 146 


Hepatitis B, acute 164 


Hepatitis C, acute 21 


Legionellosis 161 
Measles 
Meningococcal disease 


Mumps 


Pertussis 





+ 
1 


Ratio (Log scaie)* 


ESS Beyond historical limits 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 
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